INTRODUCTION
Previously, the majority of acute mediastinitis cases were due to esophageal perforation and spread of infection 
and iatrogenic post-operative complications (6) especially after cardiac surgeries (7) .
Perforation and rupture of the esophagus is a rare condition with a well-known high risk of morbidity and mortality in children (4) . It can potentially and quickly cause mediastinitis, sepsis and also multi-organ failure (4) directing children to weak prognosis like morbidities and even death (in 9-41% of cases) despite advanced supports in the intensive care unit (1, 5) . (5, 8) . This is globally accepted that a successful management of any medical situation such as mediastinitis should be achieved through accurate diagnosis and early treatment of cases (2) . This is while the presentations and symptoms are ambiguous and often resemble that of other conditions delaying suitable diagnosis and treatment (2) . Concerning (4) . Surprisingly, researchers showed a 60% rate of injury through endoscopy among 559 patients with esophageal perforation (14); whereas, the current study showed that iatrogenic manipulation was the most common cause in 77% of patients enrolled during nine years followed by esophageal anastomotic leakage in 33%.
TANAFFOS
Our findings are similar to those of previous reports (5, 8, 15) . There are reports that blame dilation of an existing stricture as the most common cause of iatrogenic esophageal perforation in children (14) . This is not rare in neonates at all, following nasogastric tube insertion, airway intubation and suction at the site (10). It seems that
Killian's triangle is likely to be the most frequent place of perforation in cervical esophagus when there is no morbidity or problem in the organ (14) .
In terms of full thickness injuries, erosion due to foreign body ingestion or the extraction procedures are the ordinary causes in esophagus (4, 16, 17) . Any procedure on the organ or nearby organs is likely to lead to an injury. In anastomotic site leakage following repair of esophageal atresia, draining the liquids out of the site by placing drains near the location is an intra-operative solution.
Any relevant symptom after esophageal manipulation should be alarming for the patient and physician in terms of esophageal perforation since iatrogenic etiology is the most common cause for this condition. Delay in diagnosis or treatment could direct patients to a poor prognosis (4, 7, 18, 19) .
Despite the low diagnostic value of simple chest x-ray, this para-clinical tool may be used for initial investigation, especially with a prompt water-soluble contrast study.
Plain chest radiography is normal in 12-33% of esophageal perforation cases (4). Except for clinically worsening cases, the most common treatment for children with esophageal perforation is currently conservative management.
Progressive symptoms and worse clinical manifestations often necessitate surgical operation considering the case.
The location of the injury, most of the time, is a valuable index to select the type of surgery followed by its size, viability of the esophageal wall, the degree of local sepsis as well as the presence of underlying pathology (20) .
The time interval between the perforation and access to proper treatment is a good prognostic factor. Delay for 
